Ioss
The following are early symptoms and signs of -hypovolaemic shock. They reflect the underlying Class IV pathophysiology. Hetastarch (6% in isotonic saline) is an effective blood substitute in patients with mild and moderate blood loss. It is more expensive than the polygelatins but has a much longer half life (12 to 14 hours) in the circulation. Care must be taken, therefore, to avoid circulation overload when blood is transfused at a later stage to restore the packed cell volume. The incidence of anaphylactic reactions is low.
Crystalloid solutions-Ringer-lactate solution may be used in patients with mild class I haemorrhage of up to 15% of blood volume. Replacement volumes should be three to four times the estimated loss as the electrolyte solution is distributed throughout the extracellular (intravascular and interstitial) space. The volume should be increased to compensate for urine loss. Vascular support with isotonic electrolyte solutions is short lived.
Blood-Whole blood or packed red cells are required in patients with moderate and major blood loss to maintain a packed cell volume of 30%. It is not desirable to strive for higher values in the early stages of volume resuscitation as a modest reduction in packed cell volume allows improvement in the microcirculation, especially in the presence of arteriolar vasoconstriction.
Though whole blood is the ideal replacement in patients with major haemorrhage, limitations of supply may dictate that concentrated red cells are used, diluted to normal values of packed cell volume by concurrent transfusion of polygelatin or hetastarch.
Trauma and obstetric centres should retain a small number of relatively fresh units of 0 negative blood for immediate transfusion in cases of severe, life threatening haemorrhage.
Blood transfused rapidly should be warmed before infusion to maximise flow rates and to minimise the risk of cardiac arrhythmia and core hypothermia. Blood filters have not been proved to be of value.
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Autologous blood-In patients with severe thoracic or abdominal injuries "clean" blood may be aspirated from the cavity, anticoagulated, and returned to the patient through an intravenous cannula using a "c'ell saver" system. Autologous blood is valuable in patients with major vascular injuries of the thorax and abdomen and in those with a ruptured liver or spleen, but clearly the procedure cannot be applied in patients with abdominal trauma who have a ruptured bowel or in those with thoracic trauma who have oesophageal or lung damage. The transfusion of autologous blood has several advantages, particularly if blood of a patient's blood group is in short supply. The blood is the patient's own, free of infection, warm, and immediately available.
Coagulation problems
Coagulation problems occur in patients with massive blood loss because of dilution with blood substitutes and the fact that coagulation factors deteriorate rapidly in stored blood. Moreover, tissue destruction releases spiratiof"clean" blood from the cavity, various products that inhibit the normal coagulation process. The clotting Aspiration of "-clean" blood from the cavity.
process should be monitored by regular screening and deficiencies treated definitively rather than by infusion of valuable fresh frozen plasma and platelets on an arbitrary basis.
Monitoring progress and treatment protound general metabolic aciidosis * Take care not to overtransfuse patients with poor left ventricular function with the suit inflated because pulmonary oedema may occur.
